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INCOME ELIGIBILITY LEVELS
A. MANDATORY CATEGORICALLY NEEDY
1. AFDC-Related Groups Other Than Poverty Level Pregnant Women and Infants:
1996
Family Size Need Standard Payment Maximum
Standard  Payment Amounts

a. Al 2 $914 § 821 $ 821
3 1,028 923 923
4 1,142 1025 1025
5 1,256 1127 1127
each additional 114 102 102
b. ANI 1 $503 $ 452 $ 452
2 617 554 554
3 731 656 656
04 845 758 758
each additional 114 102 102
c. UP/INCAP 2 $914 $ 821 $ 821
Parent 3 1028 923 923
4 1142 1025 1025
5 1256 1127 1127
each additional 114 102 102
d. Single Adult $573 $514 $514

2. Pregnant women and infants under Section 1902(a)(10)(1)(IV) of the Act:

Size
1

Family

[V I S S )

Federal Poverty Guidelines
For Pregnant Women and Infants
185%

Effective beginning 4/1/2003
Income Level

$1,729
2,335
2,940
3,586
4,152

TN No.

03- 06

Effective Date

Aprl 1, 2003

Approval Date

Supersedes TN No.

03-01
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INCOME ELIGIBILITY LEVELS (Continued)

C. QUALIFIED MEDICARE BENEFICIARIES WITH INCOMES RELATED TO

FEDERAL POVERTY GUIDELINE

The levels for determining income eligibility for groups of qualified Medicare beneficiaries
under the provisions of section 1905(p)(2)(A) of the Act are as follows:

1. NON-SECTION 1902(f) STATES

a. Based on the following percent of the official Federal income poverty level:

Eff. Jan 1, 1989: 85 percent ____

percent (no more than 100)

Eff. Jan 1, 1990: 90 percent ____ percent (no more than 100)

Eff. Jan 1, 1991: 100 percent

Eff. Jan 1, 1992: 100 percent

b. Levels

Federal Poverty Guidelines
for QMB

100%
Effective beginning 4/1/2003

Family Size | Income Level
1 $ 935
2 $1,262
TN No. 03-06 Approval Date:

Effective Date: April 1, 2003

Supersedes TN No. 02-08



